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Surgical TechniquesThe tubes were removed on postoperative day 5, and he was
discharged home the same day.
DISCUSSION
Chylothorax is a very morbid condition in that high-vol-
ume drainage causes respiratory compromise and nutri-
tional and immune deficiency. Conservative management
has been recommended for up to 2 weeks before attempting
surgery, especially in idiopathic cases, but as minimally in-
vasive techniques have improved, early thoracic duct liga-
tion is associated with faster discharge and better
recovery with minimal morbidity.5 The approach to the
duct has traditionally been through the right side of the
chest, even in cases of left chylothorax, because the aorta
and esophagus overlie the duct from the left. Traditional
surgery also emphasizes mass ligation of the tissues be-
tween the aorta and the azygos vein because of difficulty
identifying the thoracic duct. The robotic platform allows
excellent visualization and meticulous dissection, facilitat-
ing a transmediastinal approach and direct identification of
the thoracic duct.
The advantage of the left-sided approach in cases of
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300 The Journal of Thoracic and Cardiovascular Surgallow identification of small leaking branches that can be di-
rectly addressed. If the chylothorax has been caused by left-
sided surgery, approaching the duct from the left avoids
morbidity and additional pain on the contralateral side.
Finally, the ability to approach the duct from either side
gives the surgeon more freedom to perform any necessary
concomitant procedures. A robotic technique for left-sided
surgery for clipping the supradiaphragmatic thoracic duct
can be considered for surgical treatment of left-sided
chylothorax.References
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lated to thoracic endometriosis in women of reproductive
age, and there is limited surgical experience in terms of
treatment.1 We successfully treated the disorder using cov-
erage with polyglycolic acid (PGA) sheets.CLINICAL SUMMARY
A 36-year-old woman, gravida 0, with an unremarkable
medical history presented at Fukui Red Cross Hospital(Fukui, Japan) for the investigation of asymptomatic right
pleural effusion detected during a routine medical
checkup. Thoracic computed tomography revealed exten-
sive pleural effusion on the right side; however, no pneu-
mothorax was identified. Moreover, no bullae or lung
nodules were detected. We placed a chest drain in the right
side of the chest, and the effusion showed an appearance
similar to bloody vaginal discharge. The extent of effusion
and air leakage appeared to increase during the onset of
menstruation. A high level of cancer antigen 125 (2620
U/mL) was detected in a sample of the pleural effusion
fluid. The patient then underwent video-assisted thoraco-
scopic surgery for precise diagnosis and treatment. Intrao-
perative findings showed numerous blueberry-like spots on
the visceral and parietal pleura and the diaphragm
(Figure 1, A). Complete resection of the lesions seemed
to be difficult, although biopsy samples were collected
during the surgery. Pathologic examination revealed endo-
metrial glands embedded in the visceral pleura, parietal
pleura, and diaphragmatic muscles (Figure 1, B). Theseery c January 2013
FIGURE 1. A, Intraoperative findings showing endometrial foci (arrows) on the visceral pleura. B, Histopathologic examination reveals an endometrial
focus, composed of glands and stroma, implanted in the visceral pleura (hematoxylin–eosin stain; original magnification 3100).
Surgical Techniquesfindings were compatible with a diagnosis of thoracic en-
dometriosis presenting as catamenial hemopneumothorax.
Hormonal therapy with a gonadotropin-releasing hormone
analogue was prescribed for the patient; however, she had
several occurrences of mild hemopneumothorax. The situ-
ation did not change significantly even after switching the
medication to a progesterone receptor agonist. Two years
later, routine chest radiography revealed an asymptomatic
but severe hemopneumothorax. A chemical pleurodesis
with OK-432 was performed, but the pneumothorax did
not improve; therefore, repeat thoracoscopic surgery was
required. The blueberry-like lesions on the visceral pleura
had the same widespread pattern observed during the first
surgery. While keeping the lung deflated, we covered the
entire visceral pleura with tiny, 1-cm square-shaped pieces
cut from a PGA sheet (NEOVEIL; Gunze Ltd, Kyoto, Ja-
pan) (Figure 2). Complete inflation of the lungs was con-
firmed before completion of the surgery. The postoperative
course was uneventful. The patient stopped the hormonal
therapy with a progesterone receptor agonist 1 year after
the second surgery because she hoped to become pregnant.
Currently, she is doing well with no evidence of relapse
2 years after the second surgery.FIGURE 2. Thoracoscopic view showing the lung surface covered with
PGA sheets.DISCUSSION
This case was unique in the clinical presentation. Tho-
racic endometriosis mainly shows blueberry-like lesions
only on the diaphragm or on one side of the pleura,
whereas our patient had numerous lesions on the entireThe Journal of Thoracic and Casurface of the thoracic cavity.1 In addition, the simulta-
neous occurrence of asymptomatic hemothorax and pneu-
mothorax is rare.1 Although the exact pathophysiology of
catamenial hemothorax or pneumothorax remains contro-
versial, the pathologic findings in our case suggested
a morphologic mechanism as a causative factor, which in-
cluded sloughing of endometrial tissues in the visceral
pleura.2
Hemothorax or pneumothorax associated with thoracic
endometriosis is often refractory, even to a combination
of surgical and chemical approaches.1,2 Previous reports
have shown the effectiveness of lung-sparing resection inrdiovascular Surgery c Volume 145, Number 1 301
Surgical Techniquescases in which the endometrial foci are confined to a small
area.3 However, conventional surgical resection or pleural
intervention was not indicated in our case because the en-
dometrial foci were widely spread in the thoracic cavity.
Pleural coverage with bioabsorbable materials has been
described in a report as total pleural coverage with a regen-
erative oxidized cellulose mesh.4 In the current case, we
chose a sheet of PGA, a thin and stretchable bioabsorbable
fabric. According to the literature, PGA sheets can be
a more useful option for controlling air leakage than re-
generative oxidized cellulose mesh because the PGA
sheets cause pleural adhesion.4 The favorable outcome
in this case might suggest that the PGA sheet could be
a useful option to seal and strengthen the entire pleura.
However, there was a possibility that the pleural adhesions
were fostered from other factors, such as pleural scarifica-
tions or the preoperative chemical pleurodesis. In addition,
the long-term outcome of the PGA sheets for catamenial
hemopneumothorax is unknown, and further follow-up is
warranted for this case. Although we used only PGA
sheets, previous reports have shown that fibrin glues302 The Journal of Thoracic and Cardiovascular Surgmay be an additional option for establishing more firm
adhesions.5
CONCLUSIONS
This case of catamenial hemopneumothorax was unique
in both clinical presentation and treatment approach. Pleu-
ral coveragewith PGA sheets may be an option for the treat-
ment of intractable hemopneumothorax.References
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